
A Field Experiment
to Evaluate Various

Outcomes of Continuity
of Physician Care

MARSHALL H. BECKER, PhD, MPH
ROBERT H. DRACHMAN, MD
JOHN P. KIRSCHT, PhD

An experimental approach was used to evaluate and
compare two methods of organizing ambulatory
care in a pediatric clinic. Both staffand patients

expressed greater satisfaction with the pediatric clinic
designed to provide continuity ofphysician care than

with the conventional "sequential" clinic.

Introduction

The need to provide "continuity of care" is a basic
public health and medical care tenet, a fundamental
component of "comprehensive health services," and a sine
qua non to what is currently viewed as "good" medical
care.15s Thus, the National Commission on Community
Health Services argues that: "Every individual should have a
personal physician who is the central point for integration
and continuity of all medical and medically related services
to his patient ... His concern will be for the patient as a
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whole, and his relationship with the patient must be a
continuing one."6

Physician continuity is hypothetically held to be the
system preferred by both physicians and patients, resulting
in greater efficiency and increased satisfaction.7 Unfortu-
nately, writings in support of these putative benefits are
mostly anecdotal in nature, and reviewers of literature in
this area (e.g., Bergman8 and Fink et al.9) report that
research findings on the outcomes of a continuity system
are generally weak, inconsistent, and often mutally contra-
dictory.

On the positive side, physicians and ancillary medical
personnel appear to be more satisfied in continuity
settings,10'i1 and clinic patients are often found to be
happier when they can see the same physician on return
visits.12 However, several studies'10 3 have determined
that the relationship between patient satisfaction and
continuity is strongly influenced by the patient's social
class and type of medical problem; the higher the social
class, the greater the distress evoked by lack of continuity,
and patients with chronic illnesses are more desirous of
continuity than are those with acute health problems.

Perhaps the most convincing evidence is provided by a
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large and complex study' 2,14 comparing psychosocial and
cost factors under conditions of comprehensive versus
fragmented pediatric care. This research concluded that
physician continuity permits the doctor to become well
acquainted with the patient's problems and needs, leading
in turn to relatively lower rate§ of ordered laboratory tests,
illness visits, and hospitalizations. Additional supportive
data are found in research on factors influencing a mother's
adherence to medical therapies for her child, which yield
positive correlations between physician continuity and both
compliance with prescribed regimens' 5-18 and keeping
follow-up appointments.1 8-2 °Other studies have examined
the possible ameliorative affect of continuity of physician
on compliance behavior in adult populations.2 123

On the other hand, some attempts to assess continuity
arrangements have been unable to demonstrate this
system's superiority to traditional, episodic care. Here, the
leading empirical investigation consisted of two controlled
studies,24 one of 220 infants of primiparous adolescents,
and the other of 77 children on penicillin prophylaxis for
rheumatic fever. In each group, patients were randomly
allocated to either a traditional care or a continuous care
setting, with assessment after 12 to 15 months. After
reviewing such variables as completeness of immunization,
utilization of medical resources, morbidity, and compliance
with physicians' recommendations, the investigators con-
cluded that no measurable difference could be found
between patients who experienced continuous pediatric
care and those who received regularly available episodic
ambulatory care.

A few authors have presented negative findings which
relate to the continuity question. For example, in a survey
of different population groups which sought to determine
the relative priorities they placed on 11 aspects of
comprehensive care, "emergency services" and "care avail-
able 24 hours a day" were found to be the top two priority
items, while "seeing the same physician or group on each
visit" was always ranked lowest.2 5 Other studies have also
been unable to demonstrate that "continuous" care results
in enhanced child health.26 Some research has even
reported positive response to lack of physician continuity;
this feeling was expressed by patients who thought that "all
physicians are equally competent," or who felt that there
might be some benefit in obtaining the skills and opinions
of more than one physician. 0'13

Two central difficulties have hampered attempts to
ascertain the efficacy of physician continuity. First, despite
the almost universal faith in this approach (and the higher
costs it may entail), there have been very few empirical
investigations of continuity structures.27'28 Second, those
studies with controlled designs have either been limited to
particular medical populations or problems,24'25 or have
had to employ control populations of staff or patients that
were not comparable to their counterparts in the experi-
mental (continuity) setting. ' 4

It is well known that members of low income pop-
ulations are at greatest risk of experiencing discontinuous
care particularly with regard to receiving primary medical
services from the same physician for a reasonable period of

time.1 3,14,2 9'3 °Many broad and expensive programs have
been established (e.g., OEO neighborhood health centers,
Children and Youth projects) on the basis of a perceived
need to "correct" this discontinuity. Thus, data which
relate to evaluation of the medical, structural, and
sociobehavioral effects resulting from continuity systems
would assist planners in the formulation of public health
and medical care policy. As Gordis and Markowitz24 note:
"The increasing recognition of the inadequacy of health
care available to low income groups has prompted the
initiation and expansion of many. . . programs to provide
total health care and a continuous relationship of the
patient either to a physician or to a health team as a whole.
Such programs have been predicated on the assumption
that the end results of such care will be superior to those
which can be achieved with traditional clinic programs.
However, the evidence to substantiate this assumption is
generally lacking. Since such programs are costly and admin-
istratively difficult to implement, it is necessary to critically
evaluate whether comprehensive and continuous care is
more effective than traditional methods."

This paper presents data from a large research project
which examined the effects of delivering ambulatory care
for children from low income families by two methods: the
traditional, episodic clinic and a clinic structured to provide
continuity of physician.

Methodology

It was decided that only a completely experimental
design would enable the investigators to both deal with the
issue of generalization (a problem in the studies cited
above) and to enable causal attribution of any differences
in outcome measures to differences in clinic orgainzation.
Therefore, after stratification on family size and prior clinic
experience, all patient families of a large Children and
Youth project were randomly assigned to either: (1) a
"conventional" multistation clinic (the study control
group) in which the patient is linked with the first available
physician; and (2) a "panel" clinic (the study experimental
group) consisting of four modules, each with a team of one
pediatrician and a permanent supportive staff, where
continuity of physician was maintained by having the
patient see only his assigned pediatrician on each return
visit. All of the medical and administrative staff were
similarly randomly allocated.

Every attempt was made to ensure that the two
settings were comparable on all dimensions except physi-
cian continuity. Both clinics were located on the same floor
of a pediatric outpatient facility, and both provided
identical, free comprehensive health care services. The
clinics began with, and maintained, the same patient-load-
per-physician ratios. Subsequent data analyses demon-
strated that no statistically significant differences existed
between clinics on: staff age, sex, training, prior work
experience, scores relating to perceptions of clinic goals,
and attitudes toward organization of care; or clients' age,
education, marital and working status, occupational and
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geographic mobility, family size, prior clinic experience,
and amount of personal problems.

These study conditions wers maintained for a period of
1 year. All physicians, ancillary staff, and a random sample
of 125 mothers from each clinic were interviewed during
study months 9 through 12. Staff were also asked to
complete self-administered questionnaires.

Data gathered from staff included a very wide variety
of background, training, structural, and psychosocial
variables, especially in terms of perceptions of the clinic
and its clients. The hour-long interview of the mother (all
but 10 of whom were black) covered feelings about quality
of care, the doctor-patient relationship, views of clinic
procedures, and a variety of health attitudes and beliefs.

Mean scores were computed on every variable for each
study clinic, and differences between clinic scores were
examined for statistical significance by both parametric
(Student's t) and nonparametric (Mann-Whitney U) tests.
These test results (conducted at the p S 0.05 level) are
reported separately in the tables that follow.

Results

Staff Satisfaction

Findings which contrast levels of staff satisfaction in
the conventional and experimental clinics are presented in
Table 1 under three headings: general measures; patient-
practipioner measures; and staff perceptions of clients.

It is apparent that, on every dimension of satisfaction
studied, staff in the experimental clinic report more
positive appraisals than do staff in the control setting.
Beyond overall satisfaction, panel clinic physicians were
more likely than their counterparts in the conventional
clinic to give high ratings to the quality of their experience
in the clinic, and to agree that it was close to what they had
anticipated prior to Working in the clinic. These doctors
were also relatively more likely to feel that it would be
fairly easy to find other employment if they discontinued
their present work.

In contrast, the staff of the conventional clinic

TABLE 1-Mean Scores for Various Dimensions of Staff Satisfaction, by Method of Organizing the Delivery of Care

Statistical Significance
Mean Scores of Differencet

Conventional clinic Panel clinic
Staff Satisfaction Measure* (no continuity) (N) (continuity) (N) t-test Mann-Whitney U

General measures
Overall satisfaction* 2A1 (17) 3.60 (20) Yes Yes
Quality of experience in clinic (MD only) 3.50 (8) 4.00 (7) No Yes
Correspondence to expectations prior to 3.75 (8) 4.29 (7) No Yes
working in clinic (MD only)
Projected ease of finding other employment 4.43 (7) 5.00 (7) No Yes
after this experience (MD only)
Opportunity to perform at optimal level* 2.93 (17) 3.76 (20) Yes Yes
Perceived quality of patient care 3.12 (17) 4.25 (20) Yes Yes
As conducive to good care as private practice 3.06 (17) 3.60 (20) No No
Time for patient care more limited than in a 3.71 (17) 3.21 (20) No No
private practice
Perceived level of clinic efficiency 3.24 (17) 4.12 (20) Yes Yes
Ability to see patients get better as result of 4.00 (17) 4.50 (20) Yes Yes
your work

Patient-practitioner measures
Doctor-mother relationship 3.29 (17) 4.00 (20) Yes Yes
Doctor-mother relationship (MD only) 4.12 (8) 4.75 (8) Yes Yes
Relationship as satisfying as in private practice 2.41 (17) 3.60 (20) Yes Yes
Length of time concerned with patient (MD only) 2.25 (8) 3.43 (7) Yes Yes
Frequency of worry about patients after clinic 3.13 (8) 3.43 (7) No Yes
hours* (MD only)

Staff perceptions of clients
Probability of mothers' compliance with 3.10 (17) 3.67 (19) Yes Yes
regimens and appointments
Mothers who don't keep appointments haven't 3.29 (17) 2.37 (19) Yes Yes
tried to come
Clients are "good mothers" 2.88 (17) 3.79 (19) Yes Yes
Clients are above average in interest and 1.88 (17) 3.05 (19) Yes Yes
concern for their children

* All measures are based on Likert-type strength-of-agreement scales of 5 points except those indicated (*) which are 4-point scales.
t Statistical significance of all differences tested at p S 0.05.
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reported less opportunity "to do as good a job as you feel
you could," and gave comparatively lower ratings to the
quality of patient care in their clinic. Part of this
dissatisfaction may be derived from the respondents'
unfavorable comparisons of their clinic with the typical
private practice; however, while there was a tendency to
favor the latter in terms of quality of care and time spent
with patient, the differences between clinics in mean scores
were not statistically significant.

A higher level of satisfaction probably influences
perceptions of any aspect of the setting in a more favorable
direction, and tends to facilitate interpersonal interaction.
Further, only a continuity system enables the physician to
follow the course of the patient's illness and recovery over
time. For both of these reasons, it is not surprising to find
that staff in the continuity group were more satisfied with
the level of clinic efficiency, and with their ability to see
patients get better as a result of their work.

A continuity structure appears also to permit establish-
ment of better doctor-patient relationships. Panel clinic
physicians (as well as other panel staff) were found to hold
more favorable perceptions of their interactions with
patients' mothers, and were more likely than staff of the
conventional clinic to rate these interactions as being as
satisfying as those which exist in private practice. Moreover,
panel physicians reported a relatively longer time period of
concern with their patients, and stated more often that
they worry about their clinic patients after working hours.

These more satisfying interactions seem to induce
more favorable staff perceptions of their clients. Thus, the
panel staff were more prone to believe that their clinic
mothers would comply with prescribed regimens, and
would try to keep follow-up appointments; they were even
more likely than the conventional clinic staff to label their
clients as "good mothers," and to rate these mothers as
"above average" in interest and concern for their children.

Perceptions of Organizational Structure

Students of "organizational behavior" are often con-
cerned with the ways in which variations in the structure of
the organization may yield differences in the staff's
perceptions of freedom from organizational influence
("autonomy"), type of supervision and activities ("flexibil-
ity"), and control over scope and content of work ("role
conflict"). Further, these variables are known to affect the
degree to which the staff feels that they are in agreement
conceming the goals of the organization, and the means
employed to reach these ends. The study's findings on these
dimensions are presented in Table 2.

This research employed measures of autonomy based
on a scale created by Engel3 1; they require staff to estimate
how often they are able to make their own work decisions
(e.g., "You have the deciding voice in policy changes or
decisions affecting your own job," "Changes or alterations

TABLE 2-Mean Scores for Measures of Perceived Autonomy, Flexibility, and Conflict, by Method of Organizing the Delivery of Care

Statistical Significance
Mean Scores of Differencet

Conventional clinic Panel clinic
Staff Perceptions* (no continuity) (N) (continuity) (N) t-test Mann-Whitney U

Autonomy
Autonomy (MD only) 3.71 (8) 3.83 (7) No No
Autonomy (other staff) 2.89 (9) 4.25 (12) Yes Yes
Ability to work independently (other staff) 1.33 (9) 2.83 (12) Yes Yes

Flexibility
Amount of rules and closeness of supervision 3.55 (17) 3.01 (19) Yes No
Little action until supervisor approves 2.77 (17) 2.16 (19) Yes No
Amount of division of labor (variety) 2.87 (17) 3.37 (19) Yes No

Conflict
Desire to perform "acute illness" activities 2.00 (16) 1.35 (17) Yes No
differently
Desire to perform "follow-up of patients" 1.73 (15) 1.12 (17) Yes No
activities differently
Total "desire to perform activities 0.39 (15) 0.20 (17) Yes Yes
differently" score
Average conflict score (across activities, preferred 0.35 (15) 0.23 (17) Yes Yes
roles, and role expectation scores)

Consensus
Staff see eye-to-eye on matters of everyday 2.67 (9) 3.92 (12) Yes Yes
operation of clinic (other staff)
Consensus on means used to accomplish 2.12 (17) 3.21 (19) Yes Yes
clinic objectives

* All measures are based on Likert-type strength-of-agreement scales of 5 points.
t Statistical significance of all differences tested at p < 0.05.
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TABLE 3-Mean Scores for Various Dimensions of Patient Satisfaction, by Method of Organizing the Delivery of Care

Statistical Significance
Mean Scores of Difference*

No. of
Patient Satisfaction Scale Conventional clinic Panel clinic

Measure Points (no continuity) (N) (continuity) (N) t-test Mann-Whitney U

Average satisfaction scores
Clinic procedures 2 1.82 (122) 1.96 (121) Yes Yes
Staff-patient interrelations 2 1.88 (122) 1.97 (121) Yes Yes
Perceived quality of care 2 1.92 (122) 1.99 (121) Yes Yes
Total satisfaction score (across all 2 1.91 (122) 1.96 (121) Yes Yes
scores)

Specific items
MD's certainty about the diagnosis 3 2.67 (118) 2.77 (119) No Yes
Sometimes the MDs don't know what 3 1.41 (122) 1.08 (121) Yes Yes
to do about a problem
How much will following the MD's 4 3.79 (107) 3.97 (114) Yes Yes
advice help
How much will returning for follow-up 4 3.89 (97) 3.93 (93) No No
visit help
Old-fashioned remedies are sometimes 4 2.41 (119) 2.27 (122) No Yes
better than what MD prescribes
Enough time spent by MD with child 2 1.94 (121) 1.99 (120) Yes Yes
Sometimes the MDs don't tell me exactly 3 1.29 (122) 1.10 (121) Yes Yes
what to do
TheMDsaretoobusytogiveme 3 1.15 (121) 1.05 (121) No Yes
personal attention
Index (positive view of MD) 4 3.23 (97) 3.49 (93) Yes Yes

* Statistical significance of all differences tested at p < 0.05.

in your schedule are made without consulting you"). These
questionnaires were used successfully in an earlier study
which compared staff views of organization structure in
each of six Children and Youth clinics.3 2 3 3

No significant differences were found between clinics
in physician perceptions of autonomy; this may be due to
the relatively high degree of freedom from organizational
control experienced by physicians in most bureaucratic
settings. However, ancillary staff in the conventional clinic
reported a much lower level of decision-making latitude
than did those in the panel clinic. Also, as the flexibility of
the panel mode required fewer rules and less supervision,
continuity personnel were able to engage in a greater
variety of activities, and panel staff agreed more often with
the statement that "I am able to work independently,
without undue interference."

This theme continues in the data on perceived
flexibility. Conventional clinic personnel indicated that
there were more rules and regulations to be followed, and
that supervision was more extensive; they felt (more often
than did the panel staff) that "There can be little action
until my supervisor approves the decision," and partici-
pated in a smaller variety of tasks.

Indexes of role conflict (also used in previous clinic
studies3 23 3 ) were developed from techniques used by
Kahn and his colleagues.34 These questions measured dis-
crepancies between an individual's preferred clinic role and
actual role; preferred clinic role and expectations of his role
that he attributes to other staff; and expectations of the

roles of other staff and his perceptions of their actual
behavior. The first dimension was measured by presenting
the staff member with a standard list of clinical activities35
and asking, for each activity, "Would you like to continue
to do (that activity) exactly the way you are now doing it,
or would you prefer to do it in any way differently."

It is evident from Table 2 that staff in the conventional
clinic were much more desirous of making changes in the
way they performed their acute care, follow-up, and other
activities. Indeed, the conventional clinic's average conflict
score (which included all of the role conflict measures) was
far above that obtained for the panel mode.

Finally, respondents were asked to rate the extent to
which there was agreement among staff concerning means
used to accomplish the clinic's objectives; results show a
significantly higher level of staff consensus in the continu-
ity setting, where staff felt that "People in different jobs
see eye-to-eye on matters of everyday operation of the
clinic."

Patient Satisfaction

The greater degree of satisfaction held by continuity
clinic staff is mirrored in the relatively more favorable
comments attributed to that clinic by its client population.
Data in Table 3 show that panel mothers were significantly
more satisfied with the clinic's procedures (e.g., waiting
time, seeing the same doctor on each visit), relationships
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with staff (e.g., personal interest shown by doctors, nurses,
registrars), quality of care (e.g., medical equipment, quality
of doctors and nurses, "the kind of care your child gets
here"), and across all satisfaction scores.

Just as the panel physicians held their clients in
relatively higher esteem, mothers in the continuity setting
consistently gave higher appraisals to these physicians'
abilities to diagnose, treat, prescribe, give helpful advice,
and explain exactly what she must do for her child. The
continuing relationship also seems to make the mother feel
that she and her child are receiving requisite amounts of
time and personal attention; in fact, the only nonsignificant
difference was found on the dimensions of "helpfulness of
returning for the follow up visit" (if any), and even here the
figures are in the anticipated direction.

A series of "yes or no" questions was created to tap
various aspects of patient satisfaction more indirectly and
covertly, and responses elicited by these questions appear in
Table 4. Respondents in both settings differed little in
reporting that other clinic mothers they knew were satisfied
with their children's care, but more mothers in the
experimental than in the conventional clinic felt that the
medical care offered was better than treatment they had
obtained in other places; further, the panel clients were less
likely to disagree with diagnosis made by the physician on
this visit, and more likely to feel that the medicine
prescribed would help.

Perhaps most important, however, are those questions
which bear more directly upon the continuity variable.
While panel mothers did not telephone the clinic with
significantly greater frequency than did those on the
conventional side, the former group did feel that the

information they received was more helpful. Those in the
experimental group were also far more likely to believe
that, if they met the physician they saw today on some
future occasion, he would remember their name and the
name of their child. Also, when given a choice of a shorter
wait and the first available physician versus a longer wait to
see the same physician, respondents in the panel clinic were
much more likely to choose the continuity option.

Mothers on the panel side were more likely to have
experienced "continuity of nurse." This study did not
attempt to evaluate the differential contributions to patient
satisfaction of continuous relationships with medical staff
other than the physician. This matter is certainly worthy of
further investigation, particularly in view of the many
suggestions that such a role for nurses may be especially
important in the absence of a continuous physician-patient
relationship.24'36'37

Finally, clients in each setting were asked whether they
were satisfied with the particular physician assignment
pattern in their clinic. Findings revealed that about half of
the mothers in the conventional clinic felt that they would
prefer to see the same physician on each visit, while almost
all of the clients in the panel clinic were satisfied with the
continuity arrangement.

Mothers' Health Beliefs

Although an earlier study12 reported that physician
continuity seemed to have little or no influence on patients'
general health or other nonmedical attitudes, the present
research included the hypothesis that the better doctor-
patient relationship afforded by physician continuity would

TABLE 4-Percentages for Various Dimensions of Patient Satisfaction, by Method of Organizing the Delivery of Care

Percentages
Difference

Direction of Conventional clinic Panel clinic Statistically
Patient Satisfaction Measure Percentage (no continuity) (N) (continuity) (N) Significant*

Are other mothers you know satisfied or Satisfied 87.7 (71) 92.9 (79) No
dissatisfied with the care

Is clinic better or worse than other places Same or better 85.0 (102) 95.1 (115) Yes
child obtained medical care

Disagrees with MD's diagnosis Yes 12.3 (14) 1.8 (2) Yes
Medicine prescribed will help Yes 80.9 (100) 94.6 (110) Yes
Do you ever telephone the clinic Yes 74.4 (90) 80.3 (98) No
-And are the phone conversations helpful Yes 89.8 (79) 99.0 (96) 'Yes.
Would MD you saw today remember your name Yes 31.5 (35) 78.9 (86) Yes

if you met
-And would he remember that your child Yes 72.7 (88) 94.2 (113) Yes
was his patient

Same nurse usually sees child Yes 46.1 (78) 69.1 (88) Yes
Would rather wait less and see first available MD, Wants same MD 71.4 (80) 92.4 (109) Yes
or wait longer and see same MD

Satisfaction with seeing first MD available instead Yes 49.2 (59) - - -
of same MD each visit (conventional clinic only)

Satisfied with seeing same MD each visit instead of Yes - - 99.2 (120)
first MD available (panel mode only)

* Statistical significance of all differences tested at p < 0.05.
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exert positive effects on health-related beliefs and motiva-
tions shown in other studies to be associated with patient
compliance with regimens and follow-up appoint-
ments.'6'38 Indexes pertaining to these dimensions are
displayed in Table 5.

Mothers in the experimental group were more likely to
report engaging in activities "to protect health," and scored
significantly higher on an index of health motivation (e.g.,
"I work at keeping healthy and fit," "I really try to avoid
illness"). Further, panel mothers exhibited a higher degree
of concern about their children's health, resulting in an
elevated (but not significantly) "health worry" index (e.g.,
"Nowadays, there is more danger to children from disease
and accidents than ever before," "I worry a lot about my
child's health"), and in the taking of health-related actions
thought to be "preventive" of illness (e.g., giving the child
vitamins regularly).

However, panel mothers tended to be more dependent
on the medical care system. In terms of the "self-reliance"
index (the lower the score, the greater the self-reliance),
respondents in the continuity setting more often reported

TABLE 5-Mean Scores for Various Indexes of
Delivery of Care

that, for example, when the child was sick, they usually
took him to the doctor rather than taking care of the
problem themselves. Also, these mothers see illness as
potentially more disruptive of the child's activities, and
have a heightened sense of their child's vulnerability to
disease (e.g., "When I hear about some disease, I think my
child might get it"). Finally, mothers experiencing continu-
ity tend toward higher utilization of all of the clinic's
services (as well as of other hospital clinics), and disagreed
more often with a scale of five negative items concerning
clinic physicians (e.g., "Sometimes, the doctors here don't
seem to know what to do about a problem," "The doctors
here are not concerned about the mother's feelings").

System Performance

In addition to the psychosocial variables discussed
above, data were also gathered which allowed the experi-
mental (continuity) and conventional clinics to be com-
pared along some dimensions of technical performance, and
these findings are reported in Table 6.

Patient Health Beliefs, by Method of Organizing the

Mean Scores

Statistical
Conventional Significance

clinic (no Panel clinic of Difference
Health Belief Index continuity) (N) (continuity) (N) (t-Test)*

"Tries to protect health" 3.68 (122) 3.82 (122) Yes
Health motivation index 17.55 (117) 18.30 (122) Yes
"Concern about child's health" 3.22 (122) 3.35 (122) Yes
Health worry index 9.87 (121) 10.16 (121) No
"Give child vitamins regularly" 1.53 (122) 1.95 (122) Yes
Self-reliance for health care index 7.57 (119) 8.79 (122) Yes
Threat of illness index 9.78 (120) 10.25 (121) Yes
Medical care index 8.38 (117) 9.60 (121) Yes
Positive response to MD index 9.20 (120) 9.46 (121) Yes

* Statistical significance of all differences tested at p < 0.05.

TABLE 6-Mean Scores for Various Dimensions of System Performance by Method of
Organizing the Delivery of Care

Mean Scores

Conventional clinic Panel clinic Statistical Significance
Performance Measure (no continuity) (continuity) of Difference (t-Test)*

Actual patient waiting 55.71 42.95 Yes
time (min)

Actual patient time 9.13 12.20 Yes
with physician (min)

Behavior problems 0.029 0.049 Yes
disclosure rate

Appointment-keeping ratio 0.689 0.785 Yes
Routine care audit 32.057 32.588 No

* Statistical significance of all differences tested at p < 0.05.
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During the study year, clinic registrars recorded both
the time the mother checked into the clinic and the time at
which she was called by the physician. Clinic physicians
also recorded starting and completion times for each visit.
Thus, it was possible to calculate mean waiting times and
time-with-physician scores for each clinic. Contrasts in
Table 6 reveal that clients in the continuity setting
experienced significantly shorter waiting times, yet spend
somewhat more time with the physician. These "hard data"
findings fit well with higher level of satisfaction of these
dimensions reported by the continuity clinic mothers.

The investigators had hypothesized that, if seeing the
same physician results in a better, more intimate doctor-
patient relationship, then a mother in the continuity clinic
should be more likely to: (1) discuss embarrassing behavior
problems that her child may be experiencing; and (2) try
harder to keep follow-up appointments.

Charts were audited for the disclosure of behavior
difficulties (e.g., disorders, hyperactive behavior, learning
problems), and rates were computed for each clinic. In
addition, a measure of appointment behavior was calculated
for each child by dividing the number of appointments kept
by the number of appointments made during the study
period. It is clear from Table 6 that panel mothers were
significantly more likely to report behavior problems to the
physician and to keep follow-up appointments.

Medical records in both clinics were also reviewed to
determine extent of completeness of routine well-child care
delivered. Charts were audited relative to immunizations
(D.P.T., polio, measles) and tests (tuberculosis, hemoglobin
and hematocrit, urinalysis), and average scores were
computed for each setting. While the clinic differences were
not statistically significant, the trend was in favor of greater
completeness in the panel clinic.

Discussion

These study results seem to provide substantial
empirical support for the argument that, other things being
equal, continuity of physician exerts a positive effect on
staff and patient attitudes and behaviors. Further, although
a convincing case might be made that such outcomes as
satisfaction and better doctor-patient relationships are
critical ends in themselves, it is significant that this research
was also able to demonstrate associations between continu-
ity of care and improved efficiency, better appointment-
keeping, and greater disclosure of personal problems to the
physician.

Perhaps most important are the results concerning the
continuous doctor-patient relationship's influence on the
mother's health beliefs. It has been known for some time
that various aspects of affective communication between
physician and patient influence subsequent patient behav-
iors (e.g., compliance),1 6 and that such psychosocial
dimensions as "medical dependence," "illness threat," and
"health motivation" are also related to such behaviors. The
present findings, which link physician continuity to
modified health beliefs, may therefore help to explain why

other studies have found better compliance rates among
patients who experienced continuous physician care.' 8

Several suggestions may be advanced to attempt to
explain the more positive outcomes produced by physician
continuity. Since medical training encourages the physician
to maintain (and derive both intellectual and personal
satisfaction from) a continuing relationship with the
patient, there is likely to be less professional dissonance in a
setting that maximizes continuity. On the other hand, this
relationship was also shown to be more gratifying for a
client population without expectations of, or prior experi-
ence with, physician continuity, suggesting that there must
be elements in the relationship itself that are satisfying.
Perhaps, as Alpert et al. suggest, the absence of a single
physician providing continuous services "precludes the
development of any relationship between doctor and
patient,,2 7 leading to fragmentation of care, lack of
coordination, and the loss of human dignity which often
occurs in the anonymity of many public clinics.' 2

There probably also exists, in the continuous relation-
ship, a cycle of beneficial mutual reinforcement, wherein
the staff's greater satisfaction is communicated to the
patient, and the patient's reciprocal warmth and higher
level of interest, disclosure, and cooperation results in a
happier staff. Clearly, there is a need for further research
both to untangle these causal relationships and to identify
more precisely those elements of physician continuity
which yield the kinds of positive outcomes obtained in this
study.

Summary

This study examined various outcomes resulting from
two different methods of organizing the provision of
ambulatory health and medical care. Using a field experi-
ment design, all patient families and medical staff of a large
Children and Youth project were randomly assigned to the
following care systems: a conventional "sequential" clinic
emphasizing continuity of records and linking the patient
with the first available physician; and four medical
"panels," each with one pediatrician and a pernanent
supportive staff, emphasizing physician continuity by
having the patient see only his assigned doctor on each
return visit.

Results indicated that the physician continuity of the
panel clinic produced greater staff satisfaction, both on a
general level and in the specific areas of perceived
autonomy and authority, role conflict, shared perceptions,
doctor-patient relationships, bureaucracy measures, staff
interrelationships, and perceived ability to provide the best
possible care.

Patients' mothers were also more satisfied with the
panel arrangement, especially with clinic procedures,
relationships with staff, and perceived quality of the child's
treatment. Continuity clinic mothers also experienced
shorter waiting times, spent more time with the physician,
and were more likely to report their child's behavior
problems and to keep follow-up appointments.

A physician-continuity structure also appeared to exert
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an ameliorative effect on mother's health beliefs and
motivations. Thus, panel mothers were more likely to be
concerned about the child's health and his susceptibility to
illness, to utilize facilities and services, and to depend upon
the clinic physician for medical assistance.

It is suggested that further research be directed toward
detennining more exactly which dimensions of physician
training, client expectation, and the doctor-patient interac-
tion are enhanced by providing continuity of physician
care.
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